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An ahlreviatad standard survey (KY16068) was

initiated and cancluded.on March 24, 2011, The
allegation was unsubstantiated but daficient
practice was identified at 'R Tevel,
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| Based on the comprehensive assessmant of g
ragident, the facllity must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
prassure sores receives necassary tremtment and
services to pramote healing, prevent infection and
pravent new sores from developing. -

This REQUIREMENT is not met as svidenced
by:

Based an observation, interview, and record
review, the facilily failed to provide the necessary
treatment and services to pravent the
development of a pressure ulcer for one of three
sampled residents. Resldent #3 developed &
Stage 2 pressure uleer that was not reported or
documented by the State Registered Nurse Aide.

The findings include:

A raview of the facillly's poliey/procedure related
to Skin Uleers (ro date) revealed uponh admission
or readmiasion to the facility all résidents shall
receive @ head-to-loe assessment for
identification of any skin corwlitions. After the
initial assessment, at least ane time a waek the
resident shall be reassessed ufilizing the Skin
Integrity Assessment. All unusual skin condifions
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will be noted. Any skin irregularity Identified by
the State Registered Nurse Aide (SRNA) shall be
varifisd by the licensed nurse and documented in
the nurse's notes, The physiclan will be notifled
of any pressure sores or skin conditicns and
dresging orders and treatment plans will be under
the direction of the attending phiyslcian.

A review of the medical record revealed resident
#3 was admifted to the facility on June 18, 2008,
with dlagnoses that incluted Atrial Fibrillation,
Ansiety, Neuropathy of Bilataral Hands, Gout,
Cerebral Vascular Accident, Hypertension,
Insomnia, Hypertension, Left Tibia Fracture, snd
Status Post Matar Vehicle Accident,

Review of the Minimum Data Set dated March 17.
2011, revealed resident #3 had no pressure
tlcers on prior assessment, was at risk far
pressure sores, and had been assessed to
reguire skin and ulcer treatmants.

Review of the Care Plan for resident #3 revealed
the residant was to be furmed and repositioned
every two hours and staff was required to
implement measures to maintain healthy intact
skin and abserve for skin breakdown avery shift,
The Care Plan further revealsd that resident #3
was to be provided with peri-care, skin
assessments weaekly, and staff was raquired to
ehsure the resident's skin was thorgughly dry
after bathing.

Observation of resident #3 upen initial tour on
March 24, 2011, at 13:30 a.m., revealed the
resident was on the right side sleeping, with side
rails elevated, call bell within reach, and water at
the bedside. The resident's room was observed
ta be clean with no odors noted.
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Observation of residant #3 on March 24, 2011, at
2.40 p.m,, revealed the resident was in tha supine
position with the call ball within reach and water at;
the hedside. A foam maiiress was ahservad on
resident #3's bed for pressure reduction. The
regident stated the aldes came to the room to
repesition the resident and change the resident’s
briefs evary two hours,

A gkin assessment was conducted for resident #2
on March 24, 2011, at 3:00 p.m., which ravealed
an open area in the resident's skin to the laft
buttock. L

Interview on March 24, 2011, at 310 p.m., with
tha SRNA respensible for caring for resident #3
an this date revealed resident #3 was checked
on, repositioned, and changed every two halirs,
The aide stated if there was @ new area in the
resldent's skin tha SRNA was required to report
the area t¢ the nurse. The SRNA stafed she had
observed the open area to the resideni's skin
earliet in the shift on March 24, 2011, but fafisd to
raport the open area to the nurse or document
the zrea on the SRNA care plan.

interview with Licensed Practical Nurse during tha
skin assessment on March 24, 2011, at 2:40
p.m., ravealed the open area had not been
previously decumented or verbally reparted.

Interview with the Administrator and Registered
Nurse/Consuitant Qualily Inspector on March 24,
2011, at 3:30 p.m., concluded that the SRNA
should be informing the nurse of skin changes
and there should be documentation on the
resident's record of the changes.
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1)

2.

1)

4.)

Resident #3 was assessed by nursing staff on 3/24/11 and was
observed to have no further breakdown. The MD and responsible party were
notified and appropriate treatment was initiated immediately.

A head to toe skin assessment was performed on all residents to ensure that any
skin breakdown was identified and treated appropriately.

An in-service was conducted by the Director of Nursing and nursitg
administrative staff begitning on 3/24/11 with ail nurse aides and nurses, The in-
service addressed the importance of nurse aides reporting changes in skin
integrity immediate]y to the nurse, and the importance of observing each
resident’s skin daily for changes. Tn addition, the nurses were in-serviced on
assessing skin conditions, reporting skin alterations to the MD apd Responsible
Party immediately, providing sppropriate treatment and updating the nurse aide
Kardex with changes it skin conditions as indicated.

The CQI commiittee designee will conduct two residents’ skin assessments on a
weekly basis for one month then four skin assessments per month for one quarter.
These audits will be done through dirsct resident observation and chart review to
engure that alterations in skin integtity arc assessed, treated, and documented
appropriately. Any identified irregularities will be corrected immediately and
reported to the CQI committee for further action.
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g96/18



